Background and aim
Results
1452 patients were followed up for a median (IQR) of 6.6 (4.2-9.4) years, 1124 patients (77.4%) achieved SVR, 619 patients (42.6%) were advanced fibrosis. 14 patients with mild fibrosis and 55 patients with advanced fibrosis died during follow-up period. According to multivariate Cox regression analyses, SVR reduced the risks of all-cause mortality (HR, 0.21; 95% CI, 0.12-0.37; P<0.001), liver-related mortality (HR, 0.19; 95% CI, 0.10-0.38; P < .001), and non-liver-related mortality (HR, 0.26; 95% CI, 0.10-0.71; P = 0.009) in the patients with advanced fibrosis. SVR also reduced the risk of liver-related mortality (HR, 0.09; 95% CI, 0.01-0.60; P = 0.013) in the patients with mild fibrosis. Anti-hypertensive treatment increased the risks of all-cause mortality (HR, 6.1; 95% CI: 1.66-22.54; P = 0.006) and liver-related mortality (HR, 12.3; 95% CI: 1.4-108.5; P = 0.02) in the patients with mild fibrosis.
Conclusion
SVR and metabolic risk factors are associated with mortality in CHC patients given interferon-based treatment.
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Introduction
Chronic hepatitis C virus (HCV) infection is a major cause of cirrhosis, end-stage liver disease and hepatocellular carcinoma (HCC) [1] . Chronic HCV infection is associated with extrahepatic manifestations, including non-Hodgkin lymphoma, cardiovascular disease and type 2 diabetes mellitus (DM) [2] . Extrahepatic manifestations of HCV may be associated with nonliver-related mortality in chronic HCV-infected patients. Interferon-based therapy clearly reduces the rate of liver-related mortality in patients with chronic HCV infection [3] . Recently, Nahon, et al reported that sustained virological response (SVR) reduces non-liver-related mortality in chronic hepatitis C (CHC) patients with cirrhosis [4] . Therefore, SVR may be associated with the resolution of extrahepatic manifestations, which could in turn explain the decrease in non-liver-related mortality. A population-based study reported that metabolic risk factors increased the risk of liver and non-liver-related mortality in a CHC cohort [5] . Direct-acting antivirals (DAAs) have led to SVR in most patients, including patients with old age, comorbidities and decompensated liver cirrhosis [6] . However, because a full understanding of the clinical benefits of DAAs will require long-term follow-up evaluations, we currently can only rely on long-term results obtained in patients treated by interferon-based regimens to evaluate whether SVR reduces mortality in chronic HCV-infected patients.
In the present large-sample study of patients with baseline histological evaluation of liver fibrosis prior to interferon-based therapy, we analyzed the association of SVR and metabolic risk factors with mortality, including all-cause, liver and non-liver-related mortality, in patients with mild and advanced fibrosis.
Materials and methods

Patients
This retrospective study included consecutive adult patients with chronic HCV infection who had undergone liver biopsy prior to interferon-based therapy at Kaohsiung Chang Gung Memorial Hospital from April 1999 to October 2011. Patients with the following conditions were excluded from the study: hepatitis B virus (HBV) or human immunodeficiency virus (HIV) infection, alcohol abuse, and HCC or liver decompensation diagnosed prior to 24 weeks after the end of treatment. Furthermore, patients who were lost to follow-up prior to 24 weeks after the end of treatment and patients with unknown SVR status were also excluded (Fig 1) .
All the procedures used in the study were in accordance with the ethical standards of the responsible committees on human experimentation (institutional and national) and with the Helsinki Declaration of 1975, as revised in 2008. This study was approved by the Institutional Review Board of Kaohsiung Chang Gung Memorial Hospital (IRB number: 201601042B0C501). The requirement for informed consent was waived by the IRB. The data were analyzed anonymously.
DM was identified based on diagnoses documented in medical records, a serum fasting glucose level > 126 mg/dL, or the use of antidiabetic drugs [7] . Alcohol abuse was identified according to statements from the treating physician indicating its diagnosis in the medical records. However, tobacco consumption, alcohol intake and injection drug use by patients were not routinely recorded by every treating physician.
The date of 24 weeks after the end of treatment for a given patient was defined as the start of the follow-up period for that patient. The end of the follow-up period was defined as the date of the final visit for those patients who remained alive and as the date of death for those patients who died during follow-up. For analysis, the reference date for analysis was December 31, 2014. The median (IQR) follow-up duration was 6.57 (4.16-9.35) years.
Liver histology evaluation
The degree of liver fibrosis in each patient was graded and staged according to the modified Knodell histology index [8] . The degree of liver necroinflammation in each patient was calculated by Histology Activity Index scores [9] . The presence of steatosis was defined as steatosis >5% of hepatocytes with fatty change [10] .
Treatment and follow-up evaluation
All the patients were treated with interferon and ribavirin. SVR was defined as undetectable HCV RNA at follow-up week 24 [11] . All the patients underwent HCC surveillance using ultrasound and alpha-fetoprotein (AFP) every 6 months [12] . Any patient with a new lesion observed via ultrasound was further evaluated with contrast-enhanced computed tomography, magnetic resonance imaging, or liver biopsy. The diagnosis of HCC was based on recommended criteria [13, 14] .
Clinical outcome measures
The clinical outcome measures of the study were all-cause mortality, liver-related and nonliver-related mortality. Liver transplantation events and liver-related mortality were analyzed as a combined end point (liver-related mortality). Patients who underwent liver transplantation were censored at the date of transplantation for analysis. Death caused by liver failure or HCC was considered liver-related. Death due to extrahepatic malignancy, bacterial infection, cerebrovascular or cardiovascular events, or other causes was considered non-liver-related.
The definition of liver failure included ascites confirmed by ultrasonography, overt hepatic encephalopathy, or bleeding varices.
Statistical analysis
Baseline characteristics and clinical variables were summarized as mean ± standard deviation, median (interquartile range), or percentage. The chi-square test and independent two-sample t-test were used to assess the significance of differences in distributions. The associations among SVR, metabolic risk factors and mortality were estimated with the Cox proportional hazards regression method. Deceased patients were censored at the time of death. Cumulative incidence and survival curves according to SVR status and metabolic risk factors were built using the Kaplan-Meier method. A comparison of incidence and survival curves according to SVR status and metabolic risk factors were conducted with univariate Cox regression analyses. A P-value of less than 0.05 was considered statistically significant. All analyses were performed using the Stata version 11. 
Results
Study population
The inclusion and exclusion of potential subjects for this study are depicted in Fig 1. Among 1857 screened CHC patients, 1452 (78.3%) were subsequently included. The demographic and clinical characteristics of all the included patients are shown in Table 1 . The average baseline age of the patients was 53.9±11.3 years, 756 of the patients (52.1%) were men, and 1124 of the patients (77.4%) achieved SVR. The modified Knodell fibrosis score was 3-4 in 619 patients (42.6%). As expected, the patients without SVR were older, and the proportion of patients with advanced fibrosis and genotype 1 was higher (Table 1) . During the entire study period, 37 of the patients without SVR died (including 5 patients with mild fibrosis and 32 patients with advanced fibrosis), and 32 of the patients with SVR died (including 9 patients with mild fibrosis and 23 patients with advanced fibrosis).
All-cause mortality in all patients
There was a significant difference in the cumulative 10-year mortality rate between the patients with SVR (4.4%; 95% CI, 3.0%-6.5%) and those without SVR (18.8%; 95% CI, 13.5%-25.8%; P<0.001) (Fig 2A) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the overall hazard of death (adjusted hazard ratio [HR], 0.24; 95% CI, 0.14-0.38; P<0.001). Other baseline factors found to be significantly associated with all-cause mortality in multivariate analysis were anti-hypertensive treatment (adjusted HR, 1.9; 95% CI, 1.0-3.6, P = 0.04), advanced fibrosis, age > 60 years and male gender ( Table 2) .
Liver-related mortality in all patients
The 10-year cumulative incidence risk of liver-related mortality was 2.7% [95% CI, 1.6%-4.5%] in the patients with SVR and 15.0% [95% CI, 10.1%-21.9%] in the patients without SVR (P<0.001) (Fig 2B) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of liver-related-mortality (adjusted HR, 0.17; 95% CI, 0.09-0.32; P<0.001). Other baseline factors found to be significantly associated with liver-related mortality in multivariate analysis were advanced fibrosis and male gender (Table 2) .
Non-liver-related mortality in all patients
The 10-year cumulative incidence risk of non-liver-related mortality was 1.8% [95% CI, 1.0%-3.1%] in the patients with SVR and 4.5% [95% CI, 2.4%-8.5%] in the patients without SVR (P = 0.004) (Fig 2C) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of non-liver-related mortality (adjusted HR, 0.41; 95% CI, 0.18-0.92; P = 0.03). Other baseline factors found to be significantly associated with non-liver-related mortality in multivariate analysis were DM (adjusted HR, 2.8; 95% CI, 1.1-7.1; P = 0.03) and advanced fibrosis ( Table 2 ). The 10-year cumulative incidence risk of non-liver-related mortality was 1.7% [95% CI, 1.0%-2.9%] in the patients without DM and 7.7% [95% CI 3.8%-15.3%] in the patients with DM (P<0.001) (Fig 3) 
Baseline characteristics of patients with mild fibrosis
There were 833 patients with mild fibrosis, and 686 of these patients (82.4%) achieved SVR. As expected, the non-SVR patients were older, on average, and included a larger proportion of patients with genotype 1 than did the patients who achieved SVR (Table 3) . Causes of death are also shown in Table 3 . 
All-cause mortality in mild fibrotic patients
Seven patients with SVR and 5 without SVR died (10-year cumulative all-cause mortality rate, 1.4% [95% CI, 0.7%-3.0%] with SVR and 5.8% [95% CI, 2.3%-14.1%] without SVR; P = 0.069) ( Fig 4A) . Cox proportional hazards regression analysis showed that SVR was not associated with a statistically significant reduction in the overall hazard of death. The only one baseline factor found to be significantly associated with all-cause mortality in multivariate analysis was anti-hypertensive treatment (adjusted HR, 6.1; 95% CI, 1.7-22.5; P = 0.006) ( Table 4) . Six patients without anti-hypertensive treatment and 6 with anti-hypertensive treatment died (that is, the 10-year cumulative all-cause mortality rate was 1.0% [95% CI, 0.4%-2.1%] without anti-hypertensive treatment and 14.6% [95% CI, 6.4%-31.3%] with anti-hypertensive treatment; P < 0.001) (Fig 5) . https://doi.org/10.1371/journal.pone.0208858.g002
Liver-related mortality in mild fibrotic patients
There was a significant difference in the cumulative 10-year liver-related mortality rate between patients with SVR (0.2%; 95% CI, 0.02%-1.1%) and those without SVR (5.0%; 95% CI, 1.8%-13.5%; P = 0.008) (Fig 4B) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of liver-related mortality (adjusted HR, 0.09; 95% CI, 0.01-0.60; P = 0.013). The other baseline factor significantly associated with liver-related mortality in multivariate analysis was anti-hypertensive treatment (adjusted HR, 12.3; 95%CI, 1.4-108.5; P = 0.02) ( Table 4) . Two patients without anti-hypertensive treatment and 3 with anti-hypertensive treatment died (that is, the 10-year cumulative liver-related mortality rate was 0.3% [95% CI, 0.1%-1.3%] without anti-hypertensive treatment and 8.8% [95% CI, 2.6%-27.4%] with anti-hypertensive treatment; P = 0.005) (Fig 6) . Six patients with SVR and 1 without SVR died (10-year cumulative non-liver-related mortality rate, 1.3% [95% CI, 0.6%-2.8%] with SVR and 0.8% [95% CI, 0.1%-5.5%] without SVR; P = 0.738) (Fig 4C) . Cox proportional hazards regression analysis showed that no baseline factors were significantly associated with non-liver-related mortality in multivariate analysis (Table 4) .
Baseline characteristics of patients with advanced fibrosis
There were 619 patients with advanced fibrosis, and 438 of these patients (70.8%) achieved SVR. As expected, the non-SVR patients, on average, were older, had a higher bilirubin level, and included larger proportions of patients with thrombocytopenia and genotype 1 than did the patients who achieved SVR (Table 5) . Causes of death are also shown in Table 5 .
All-cause mortality in advanced fibrotic patients
There was a significant difference in the cumulative 10-year all-cause mortality rate between the patients with SVR (8.5%; 95% CI, 5.5%-13.1%) and those without SVR (30.4%; 95% CI, 21.5%-41.9%; P<0.001) (Fig 7A) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the overall hazard of death (adjusted HR, 0.21; 95% CI, 0.12-0.37; P<0.001). The other baseline factor found to be significantly associated with all-cause mortality in multivariate analysis was male gender (Table 6 ). Liver-related mortality in advanced fibrotic patients
There was a significant difference in the cumulative 10-year liver-related mortality rate between the patients with SVR (6.1%; 95% CI, 3.6%-10.4%) and those without SVR (24.5%; 95% CI, 16.0%-34.5%; P<0.001) (Fig 7B) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of liverrelated mortality (adjusted HR, 0.19; 95% CI, 0.10-0.38; P<0.001) ( Table 6 ). 
Non-liver-related mortality in advanced fibrotic patients
There was a significant difference in the cumulative 10-year non-liver-related mortality rate between the patients with SVR (2.5%; 95% CI, 1.2%-5.4%) and those without SVR (7.9%; 95% CI, 4.0%-15.2%; P = 0.002) (Fig 7C) . Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of non-liver-related mortality (adjusted HR, 0.26; 95% CI, 0.10-0.71; P = 0.009) ( Table 6 ).
Bacterial infection viewed as liver-related mortality in patients with advanced fibrosis
Three patients with SVR died of bacterial infection, while 4 patients without SVR died of bacterial infection in patients with advanced fibrosis. If we consider bacterial infection as liverrelated mortality, Cox proportional hazards regression analysis showed that SVR was associated with a statistically significant reduction in the hazard of liver-related-mortality (adjusted HR, 0.21; 95% CI, 0.11-0.38; P<0.001) and non-liver-related mortality (adjusted HR, 0.25; 95% CI, 0.07-0.95; P = 0.04) ( Table 7) .
Whether metabolic risk factors were associated with mortality of all patients with SVR?
Cox proportional hazards regression analysis showed that anti-hypertensive treatment was associated with a statistically significant increased in the hazard of all-cause mortality (adjusted HR, 3.1; 95% CI, 1.27-7.51; P = 0.01) in all patients with SVR. Nine patients with anti-hypertensive treatment and 20 patients without anti-hypertensive treatment died (that is, the 10-year cumulative all-cause mortality rate was 12.68% [95% CI, 5.87%-26.23%] with anti-hypertensive treatment and 3.46% [95% CI, 2.17%-5.48%] without anti-hypertensive treatment; P = 0.002) (Fig 8) . Metabolic risk factors were not associated with liver-related and non-liver-related mortality in all patients with SVR (Table 8) .
Whether metabolic risk factors were associated with mortality of mild fibrotic patients with SVR?
Cox proportional hazards regression analysis showed that anti-hypertensive treatment was associated with a statistically significant increased in the hazard of all-cause mortality (adjusted HR, 5.8; 95% CI, 1.14-29.07; P = 0.03) in mil fibrotic patients with SVR. Four patients with anti-hypertensive treatment and 3 patients without anti-hypertensive treatment died (that is, the 10-year cumulative all-cause mortality rate was 9.05% [95% CI, 3.36%-23.13%] with antihypertensive treatment and 0.57% [95% CI, 0.18%-1.76%] without anti-hypertensive treatment; P = 0.003) (Fig 9) . Metabolic risk factors were not associated with liver-related and non-liver-related mortality in mild fibrotic patients with SVR (Table 9) .
Whether metabolic risk factors were associated with mortality of advanced fibrotic patients with SVR?
Cox proportional hazards regression analysis showed that metabolic risk factors were not associated with all-cause, liver-related and non-liver-related mortality in advanced fibrotic patients with SVR (Table 10 ). 
Discussion
In the present large-sample study of patients with baseline histological evaluation of liver fibrosis, SVR was associated with lower rates of all-cause, liver-related and non-liver-related mortality in all patients and in the patients with advanced fibrosis, in addition to being associated with a lower rate of liver-related mortality in the mild fibrosis patients. All the patients included in this study were treated with an interferon-based regimen between 1999 and 2011 because DAAs only became available in November 2014 in Taiwan. The results of this study showed that SVR reduced the risk of liver-related mortality irrespective of fibrosis stage. Furthermore, SVR reduced the risk of all-cause mortality in all patients and the patients with advanced fibrosis, effects which have been well documented in previous studies [3] .
The most important finding of this study was that SVR also reduced the risk of non-liverrelated mortality in all patients and in the patients with advanced fibrosis. A previous study reported that SVR reduced the risk of non-liver-related mortality in patients with cirrhosis [4] . Nahon, et al. conducted a prospective study which enrolled 1323 liver biopsy-proven cirrhotic CHC patients. In that study, the patients with SVR had a lower risk of cardiovascular events and bacterial infections, which may have translated to a reduced risk of non-liver-related mortality in that cohort [4] . Among the 17 instances of non-liver-related mortality in advanced fibrotic patients in our study, 3 patients in the SVR group died due to bacterial infections, while 4 patients in the non-SVR group died due to bacterial infections. No patients in the SVR group died due to extrahepatic cancers, while 5 patients in the non-SVR group died due to extrahepatic cancers. We did not have data regarding the cumulative incidence of bacterial infections and extrahepatic cancers during the follow-up period in our study. Therefore, we can only speculate that SVR decreased the risks of bacterial infections and extrahepatic cancers in the patients with advanced fibrosis in our study. On the other hand, in the group of patients with mild fibrosis, one patient in the non-SVR group died due to extrahepatic cancer, while 3 patients in the SVR group died due to extrahepatic cancers. One possible explanation for this interesting finding is significantly higher use of statins therapy among non-SVR patients with mild fibrosis, statins therapy could reduce not only prevalence of hepatic, but also extrahepatic cancers in CHC patients [16] . Finally, patients who achieved SVR have a substantially reduced risk for extrahepatic cancers in all patients in our study (relative risk = 0.15). A recent review article reported that HCV might be associated with an increased risk of extrahepatic cancers [17] . Chronic HCV has been shown to affect cellular signaling pathways promoting cancer formation as well as inhibiting tumor suppressor genes [18] . A previous study reported that SVR did not influence the occurrence of extrahepatic malignancies [4] , but more evidence is needed to further explore this issue. Bacterial infections are one of the important causes of mortality in patients with cirrhosis. Bacterial infections develop as a consequence of immune dysfunction that occurs progressively during the course of cirrhosis [4] . SVR over the long term might be associated with cirrhosis regression [19] , but also with disruption of a vicious cycle triggered by cirrhosis-related bacterial infections [20] . It is customary to view bacterial infections as an extrahepatic complication, with the exception of spontaneous bacterial peritonitis, which was classified in the present study as liver-related. However, SVR also reduced the risk of liver-related and non-liverrelated mortality in the patients with advanced fibrosis if we viewed deaths due to bacterial infections in general as a form of liver-related mortality.
In the present study, only 4 of the patients died of cardiovascular disease, including one patient with heart failure, two patients with acute myocardial infarction, and one patient with aortic dissection. All of these patients achieved SVR. Fatal cardiovascular events were surprisingly found only in SVR patients. We could speculate that CHC patients have rarely atherogenic dyslipidemia [21] and CHC patients with SVR after IFN-based therapy had significant increase of total cholesterol and low density lipoprotein (LDL)-cholesterol [22] . Cardiovascular death, particularly among CHC patients without SVR, may be reduced by high liver-related mortality, mortality for extrahepatic cancers and bacterial infection.
With regard to metabolic risk factors, DM was found to be associated with an increased risk of non-liver-related mortality among all patients in this study. Anti-hypertensive treatment was found to be associated with an increased risk of all-cause mortality in all patients, as well as increased risks of all-cause and liver-related mortality in the patients with mild fibrosis. A previous population-based study reported that DM increased the risk of all-cause mortality in CHC patients [23] . DM is a well-known risk factor for cardiovascular disease and cancers [24] . In addition, infectious diseases are more frequent and/or serious in patients with DM [25] , which potentially increases their mortality and which could explain the aforementioned finding.
According to the European Association for the Study of the Liver (EASL) guidelines, nonalcoholic steatohepatitis (NASH) patients with fibrosis associated with hypertension should receive closer monitoring because of a higher risk of disease progression [10] . Hypertension is a well-known risk factor for cardiovascular disease, and this could explain the association of anti-hypertensive treatment with all-cause and liver-related mortality in the patients with mild fibrosis in this study. A population-based study reported that hypertension was positively associated with liver-related mortality in a CHC cohort. In that study, hypertension was defined as a systolic blood pressure (BP) of �140 mm Hg and diastolic BP of �90 mm Hg or a history of anti-hypertensive treatment; the study did not mention, however, whether or not the CHC cohort ever underwent interferon-based treatment [5] . In the present study, meanwhile, we did not record the blood pressure of each patient. All the patients did undergo interferon-based treatment, however, which may have suppress hepatocarcinogenesis irrespective of SVR [26] . Therefore, liver-related mortality should be lower in our cohort compared with the cohort from the previous population-based study [5] .
In the era of interferon-free therapy, most of CHC patients might achieve SVR. Whether metabolic risk factors are associated with mortality of CHC patients with SVR is an important issue. Anti-hypertensive treatment was found to be associated with an increased risk of allcause mortality in all patients with SVR, as well as increased risk of all-cause mortality in mild fibrotic patients with SVR in our study. A recent study also reported that hypertension was associated with an increased risk of all-cause mortality in those who achieved SVR after DAAs therapy [27] .
The strengths of this study were the baseline histological evaluation of liver fibrosis. There were limitations in this study. First, this study was limited by short-term follow up. Second, this study investigated patients treated at a single institution and was retrospective nature. Therefore, it was possible that the lost-to-follow-up patients affected the mortality incidence. Third, tobacco consumption, alcohol intake and injection drug use, which are important causes of death, were not routinely recorded. We assume, however, that the prevalence of injection drug use in our cohort was low due to a previous study that reported that the most common genotypes among injection drug users in Taiwan were genotypes 1a, 6 and 3 [28] , whereas these genotypes were rare in our cohort (34 patients with genotype 1a, 7 patients with genotype 3, and 8 patients with genotype 6). Fourth, our study did not involve a central pathologist for the interpretation of liver histology. Thus, there were interobserver discrepancies in the assessments of hepatic fibrosis. Fifth, waist circumference and blood pressure were not routinely recorded for each patient, while fasting blood sugar and lipid levels were also not routinely tested in each patient. Therefore, we could not examine the impacts of truncal obesity and metabolic syndrome (both of which are important risk factors for cardiovascular events and liver disease progression [5, 29, 30] ) on mortality. Sixth, some people may argue that evaluating data on mortality in a population of patients with chronic HCV infection treated with interferon-based therapies at a time when DAAs-based interferon free regimens have totally supplanted worldwide, the use of the older regimens may be pointless. However, limited studies investigated the impact of DAAs therapy on survival [27, 31] . Two recent observational cohort analysis used data from the the Department of Veterans Affairs' Clinical Case Registry for HCV showed that SVR was independently associated with reduced risk of all-cause mortality compared to non-SVR in HCV-infected veterans, irrespective of fibrotic stage [27, 31] . Aforementioned studies only investigated the impact of DAAs therapy on allcaused mortality and did not analyzed whether DAAs therapy improved non-liver related mortality, which is the most important point of our study. Furthermore, the limitations of these studies including the cohorts were overwhelmingly male (96-97%) [27, 31] and shortterm follow up (a mean follow-up period of 1.6 years) [27] .
In conclusion, the results of this study indicated that SVR to interferon-based treatment was associated with lower rates of all-cause, liver-related, and non-liver-related mortality in all patients and the patients with advanced fibrosis, as well as with a lower rate of liver-related mortality in the mild fibrosis patients.
Further studies enrolling DAAs-treated patients who undergo long-term follow-up would help us to understand whether SVR after DAAs treatment improves survival among chronic HCV-infected patients, including older patients who had poorer tolerability to IFN-based therapy [32] [33] [34] and patients with severe comorbidities which are contraindications for IFNbased therapy [11] . Recent studies reported that patients with old age, comorbidities or poor liver functional reserve are at higher risk of short-term mortality after DAAs therapy [35, 36] . These data reinforce the need of studies evaluating the real impact of DAAs therapy on clinical outcomes in elderly or severe comorbidities patients who could not benefit from DAAs therapy. DM was associated with an increased risk of non-liver-related mortality in all patients in this study. Furthermore, anti-hypertensive treatment was associated with an increased risk of all-cause mortality in all patients, as well as increased risks of all-cause mortality and liverrelated mortality in the patients with mild fibrosis. A future population-based study enrolling more patients who undergo long-term follow-up, including the use of non-invasive tests to evaluate liver fibrosis, would be able to clarify the association between hypertension and liverrelated mortality in CHC patients.
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